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Pelvic abscess following internal iliac artery
embolization prior to endovascular aneurysm
repair
Satoru Domoto, MD, Osamu Tagusari, MD, Hideaki Takai, MD, Yoshitsugu Nakamura, MD,
Yoshimasa Seike, MD, and Yujiro Ito, MD, Tokyo, Japan
We describe a previously unreported case of abscess formation around the right internal iliac artery (IIA) after coil
embolization prior to endovascular aneurysm repair (EVAR). A 75-year-old man was admitted for elective repair of a
right common iliac aneurysm. The right IIA coil embolization and EVAR procedures were uncomplicated and assessment
by postoperative computed tomography (CT) was satisfactory. The patient was readmitted 2 weeks after EVAR with
right buttock pain and pyrexia. CT indicated an isolated abscess around the coil-embolized IIA. The patient was
successfully treated with CT-guided percutaneous drainage. (J Vasc Surg 2012;56:1734-6.)
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cUp to 80% of patients with isolated common iliac
aneurysms require internal iliac artery (IIA) embolization
prior to endovascular aneurysm repair (EVAR) to prevent
retrograde flow into the iliac aneurysms during the proce-
dures.1 IIA embolization sometimes leads to pelvic isch-
emic symptoms, such as buttock claudication, bowel isch-
emia, erectile dysfunction, neurologic sequelae, transient
urinary retention, and gluteal necrosis.2-4 However, to our
knowledge, local infection induced by IIA embolization
has not been previously reported, although infection
may occur following endovascular therapy. This is the
first reported case of an isolated abscess around a coil-
embolized IIA.
CASE REPORT
A 75-year-old man undergoing hormone therapy for prostate
cancer was admitted for elective repair of a right common iliac
aneurysm that was 47  49 mm in diameter (Fig 1, A). The right
IIA coil embolization was performed in an interventional radiology
suite 6 days prior to EVAR. Prophylactic antibiotics were admin-
istered during the endovascular procedure. Coils were placed in
the trunk and in both the anterior and posterior divisions of the
IIA. As the iliolumbar artery branching from the IIA trunk was
detected by angiography after the IIA embolization, it was also
coil-embolized, and we confirmed that there was no retrograde
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1734ow into the iliac aneurysm via the IIA (Fig 1, B and C). Mild
uttock claudication occurred after the IIA embolization. The
tent graft procedure was performed uneventfully using a Zenith
lex AAA Endovascular Graft (Cook, Inc, Bloomington, Ind) in a
onventional operating theater, and results from a postoperative
omputed tomography (CT) scan performed 1 week after EVAR
ere satisfactory.
The patient was readmitted 2 weeks after EVAR with right
uttock pain and pyrexia of 38°C. Examination of the right gluteal
kin did not reveal any remarkable clinical findings. Although
-reactive protein levels increased to 15.7 mg/dL, the leukocyte
ount (9300/nm3) and serum creatinine kinase (72 mU/mL)
evel were within the normal range. In addition, serum procalci-
onin, which is considered to be one of the most specific markers of
ystemic bacterial infection, was negative (the level of serum pro-
alcitonin was0.02 ng/mL, the baseline concentration of serum
rocalcitonin was 0.05 ng/mL). No bacterial growth was ob-
erved from the blood culture. CT showed an isolated area of low
ensity around the coil-embolized right IIA with peripheral en-
ancement that was suggestive of an acute abscess (Fig 2, A). We
etermined that the abscess was separate from the stent graft and
here were no clinical findings of graft infection. Intravenous
road-spectrum antibiotics were administrated and a percutaneous
rainage tube was left in the abscess cavity under CT guidance (Fig
, B). Approximately 5 to 10mL of reddish discharge was aspirated
rom the abscess per day, and methicillin-sensitive Staphylococcus
ureus was found in the culture of the aspirated discharge. Intra-
enous antibiotics were replaced by penicillin G, which was admin-
stered based on sensitivities obtained from the culture of the
spirated discharge, and the clinical symptoms improved in several
ays. The drainage tube was removed 2 weeks after being inserted
ecause discharge could no longer be aspirated. Intravenous anti-
iotics were continued until the levels of C-reactive protein re-
urned to baseline at 3 weeks. CT and gallium-67 citrate scintig-
aphy performed 4 weeks after drainage showed resolution of the
bscess (Fig 2, C) and disappearance of the abnormal localization
f gallium-67 in the right pelvis (Fig 3). The patient was dis-
harged on hospital day 30 and no signs of recurrence were
etected by CT performed after a 13-month follow-up period.
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Infectious complications from the endovascular coil em-
bolization of intracranial, intrathoracic, or intra-abdominal
arteries are extremely rare,5 and infection induced by IIA
coil embolization prior to EVAR has not been reported
previously. However, the colonization of coils, which act as
a foreign-body nidus, may result in localized infection.
Jenkinson et al6 suggested four criteria to attribute the
colonization of the coils to pathogens that have been
introduced during the endovascular procedure. First, the
time interval between coil placement and the onset of the
infectious event should be short and consistent with post-
procedural infection. Second, the causative organism
should be Staphylococcus aureus and should also be part of
the normal flora of the human body. Third, the infectious
complication should be around the coils. Fourth, another
concurrent infection that could have led to hematogenous
dissemination should not be present. In our case, which
meets all of these criteria, the causative pathogen was likely
introduced during the endovascular procedure.
After colonization of the endovascular coils, the infec-
tious agent can penetrate the artery wall and lead to intra-
parenchymal infection proceeding to abscess formation.5 It
Fig 1. A, Preoperative angiography via a left common
which is 47  49 mm in diameter. B, Right internal iliac
Coils were placed in the trunk and in both the anterior a
as in the iliolumbar artery.
Fig 2. A, Computed tomography (CT) shows the isolate
at the time of readmission. B, The percutaneous drainag
gluteal muscle in the prone position. C, CT shows the rhas been reported that with a high incidence of bacteremia muring therapeutic angiography, the risk of infection is
ncreased if the procedure causes any ischemia.7 The IIA
ontributes to the majority of the blood supply to the
uttocks through its posterior division and to the rectosig-
oid and genital areas through its anterior division.8 The
IA and its branches are characterized by an ample network
f anatomic connections with arteries such as the inferior
esenteric artery, lumbar arteries, external iliac arteries,
nd profunda femoral arteries.9 Despite this extensive pel-
ic collateral circulation, IIA coil embolization prior to
VAR is associated with pelvic ischemic symptoms.2-4 To
reserve distal flow through collateral circulation, the IIA
hould be coil-embolized at its origin if possible.2 In our
ase, some pelvic ischemia developed because coils were
ecessarily placed from both the anterior and posterior
ivisions to the trunk of the IIA to avoid the migration of
oils into the common iliac artery aneurysm and to com-
letely prevent retrograde flow. This ischemia may have
ncreased the risk of infection.
Some reports suggest that when the removal of the
nfected coils is not possible as a result of their position (eg,
n intracranial position), the administration of intravenous
ntibiotics provides a viable alternative to surgical treat-
ral approach shows the right common iliac aneurysm,
ography indicates the internal iliac arterial branches. C,
sterior divisions of the internal iliac artery (IIA), as well
cess around the coil-embolized internal iliac artery (IIA)
(arrow) was left in the abscess cavity through the right
ion of the abscess at the time of discharge.femo
angi
nd pod abs
e tubeent.5-7 On the contrary, other reports suggest the re-
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coils.10 In our case, the infected coils were not removed,
and the abscess was treated successfully with percutaneous
drainage and the administration of intravenous antibiotics.
Given that infection induced by coil embolization might be
localized only around the coils during the initial postoper-
ative period, early percutaneous abscess drainage and the
administration of intravenous antibiotics are considered to
be the optimal therapy if there are no clinical findings of
graft infection. However, if the clinical findings are not
Fig 3. Gallium-67 citrate scintigraphy shows the disappearance
of the abnormal localization (arrow) of gallium-67 in the right
pelvis.improved with such treatment, it is necessary to consider She removal of the infected coils. Moreover, as there is a risk
or recurrence of infection and late endovascular graft in-
ection, it is necessary to follow up the inflammatory mark-
rs and perform computed tomography scan periodically to
etect the recurrence at an early stage. When the possibility
f an infection is suspected, gallium-67 citrate scintigraphy
s considered to be an effective examination to confirm the
nfection.
In our report, we describe a previously unreported case
f an abscess formation around the IIA after coil emboliza-
ion prior to EVAR and successful treatment with CT-
uided percutaneous drainage.
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